We report a rare case of eosinophilic mastitis in a young asthmatic female who presented with a breast lump and was managed conservatively with a successful outcome. Eosinophilic mastitis, characterized by eosinophilic infiltration of mammary glands, is one such entity which is frequently given a miss, and is diagnosed based on histopathological analysis. The identification of this disease is a primary step in the management of such benign disorders which can be successfully treated conservatively avoiding any surgical intervention and morbidities thereafter. Because presentation can be similar and confusing enough, we took a cue from the history of asthma, urticaria, and peripheral eosinophilia to clinch the diagnosis of eosinophilic mastitis, which was further confirmed on biopsy. To the best of our knowledge, this happens to be the youngest female patient aged 27 years who also had urticaria along with other eosinophilic manifestations, which is unreported in other cases and makes our case exceptional. She was treated with glucocorticoids and antihistaminics and is presently symptom free.
Introduction
Eosinophilic infiltration of the mammary gland, an extremely rare phenomenon, is known as eosinophilic mastitis. Sporadic cases have been reported worldwide regarding this entity. The importance of identifying this disease lies in the fact that early diagnosis and its knowledge can save the patient from unnecessary surgical intervention and its complications. Here, we discuss a very rare case of a young asthmatic female with a history of urticarial rashes who presented with a breast lump and eventually diagnosed with eosinophilic mastitis and treated successfully.
Case Report
We report the case of a 27-year-old female from North India. She was a known case of childhood-onset bronchial asthma for the last 20 years. However, she was not on any medications for the same. She presented to our rheumatology outpatient department with a history of pain in the right breast associated with cheesy yellow discharge from the right nipple. The patient was nonsmoker, and her family history was unremarkable. There was a history of urticarial skin rashes on and off especially during the change of season. The rashes used to subside with intake of antihistaminics and were an important link to look for alternative etiologies rather than malignancy. There was no history of any numbness or tingling in the limbs or bladder-bowel complaints. There was no history of any drug intake including oral contraceptives. On physical examination, there was a small, tender mass in the subareolar region of the right breast. The right nipple showed cheesy yellow discharge. There were no palpable lymph nodes. Systemic examination was unremarkable.
Her routine laboratory investigations showed hemoglobin of 10.1 g/dl and total leukocyte count of 10,300/mm 3 (with eosinophils of 16.5%). Absolute eosinophil count was 820/mm 3 . Antinuclear antibody, rheumatoid factor, and antineutrophil cytoplasmic antibody were negative. Urine examination was within normal limits with no evidence of proteinuria. Chest X-ray showed clear lung fields.
On ultrasonography (USG) examination, there were multiple thick-walled ducts seen in the lower half of the right breast extending from 6 to 8 o' clock position with associated surrounding architectural distortion and hyperreflexive surrounding parenchyma. Subsequently, USG-guided biopsy of the lesion done showed dense periductal and lobular mixed inflammatory cell infiltrates comprising neutrophils, lymphocytes, plasma cells, and sheets of eosinophils with no evidence of in situ or invasive malignancy. The biopsy findings were compatible with eosinophilic mastitis [ Figure 1 ].
The patient was thus started on oral steroids and antihistaminics. On repeat ultrasound done after 6 weeks, there was significant interval reduction in the previously noted ductal wall thickening with interval resolution of surrounding hyperreflective edematous changes [ Figure 2 ]. There was complete clinical resolution observed within 6 weeks followed by which steroids were gradually tapered. The eosinophil counts also returned to normal condition.
Discussion
Eosinophilia is usually defined as the presence of more than 500 eosinophils/mm 3 in peripheral blood. Peripheral eosinophilia has been described in many conditions including parasitic infection, hypereosinophilic syndrome, eosinophilic granulomatosis, and polyangitis and allergic disorders. Focal eosinophilic infiltration which is usually accompanied by peripheral eosinophilia has been described in skin, lung, liver, and gastrointestinal tract; however, breast remains a very rare site for eosinophilic infiltration. Infiltration of the breast tissue with eosinophils describes eosinophilic mastitis.
Eosinophilic infiltration, irrespective of the cause, results in organ damage by releasing various cytotoxic granule proteins including eosinophil major basic protein and eosinophil cationic protein and other cytokines. [1] Interleukin-5 has been identified as a specific differentiation factor for eosinophils, but its role in causing tissue eosinophilia is still not described. [2] The exact pathogenesis of this entity still remains unclear though it can explain some local allergic reaction. [3] Very few such cases have been described in literature.
Our patient is a young asthmatic female who presented with a painful breast lump associated with nipple discharge. The age group in earlier cases of eosinophilic mastitis varied between 40 and 60 years; one case of a 30-year-old female was reported. Our patient is a 27-year-old female whose general health was good, and she was not on any medications. Her imaging findings were nonspecific. This patient had a history of urticaria which was not reported in earlier cases although a history of asthma and peripheral eosinophilia has been reported. The presence of urticaria suggested us regarding the presence of atopy. A review of previous cases has revealed that two patients suffered from Churg-Strauss syndrome, three patients had asthma, two had hypereosinophilic syndrome, one patient lacked both peripheral eosinophilia and systemic manifestations, one patient had only peripheral eosinophilia, and one patient reportedly had bilateral eosinophilic mastitis. [4] [5] [6] [7] [8] [9] [10] [11] [12] Then lies the importance of histopathologic examination which showed extensive infiltrate of eosinophils surrounding both mammary ducts and lobules mixed with lymphocytes and plasma cells, consistent with the diagnosis of eosinophilic mastitis. It was associated with peripheral eosinophilia though she showed no respiratory symptoms. Due to clinical and radiological resemblance with carcinoma breast, prompt identification of this condition is of utmost importance. Because this condition shows a dramatic response to steroids, the significance of this case lies in the fact that knowledge of this disease entity has led to its prompt identification, and we could save the patient from unnecessary surgical intervention and treat her successfully.
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